Background: Home visits are claimed to be a central element of primary care. However, the frequency with which home visits are made is declining both internationally and in Germany despite the increase in the number of chronically ill elderly patients. Given this, the question arises as to how to ensure sufficient primary health care for this vulnerable patient group. The aim of this study was to explore German general practitioners' (GPs) attitudes with regard to the feasibility, burden and outlook of continued home visits in German primary care. Methods: Qualitative semi-structured interviews were carried out with 24 GPs from the city of Hannover, Germany, and its rural surroundings. Data was analysed using qualitative content analysis.
Results:
The GPs indicated that they frequently conduct home visits, but not all of them were convinced of their benefit. Most were not really motivated to undertake home visits but some felt obliged to. The basic conditions covering home visits were described as unsatisfactory, in particular with respect to reimbursement and time constraints. House calls for vulnerable, elderly people remained undisputed, whereas visits of a social nature were mostly deleted. Urgent house calls were increasingly delegated to the emergency services. Visits to nursing homes were portrayed as being emotionally distressing. GPs considered good cooperation with nursing staff the key factor to ensure a successful nursing home visit. The GPs wanted to ease their work load while still ensuring quality home care but were unable to suggest how this might be achieved. Better financial compensation was proposed most often. The involvement of specially trained nurses was considered possible, but viewed with resentment. Conclusions: Home visits are still an integral aspect of primary care in Germany and impose a considerable workload on many practices. Though the existing situation was generally perceived as unsatisfactory, German GPs could not envisage alternatives if asked to consider whether the current arrangements were sustainable in the future. To guarantee an unaltered quality of primary home care, German GPs and health care policy makers should actively initiate a debate on the need for and nature of home visits in the future.
Background
Home visits are claimed to be a central element of general practice as this represented the primary mode of healthcare delivery by community physicians from the mid-20 th century [1] . Today in most European countries and the United States home visits are the exception and are no longer the standard method of health care deliveryalthough there is diversity between individual general practitioners (GPs) and different countries [2] . Selfemployed GPs visit more patients at home than salaried GPs; house calls are less frequent in health care systems where GPs act as gatekeepers and patient lists are maintained [2] . Male GPs make more visits than female doctors, but the latter take more time per visit. In every system there are opponents and supporters of home visiting, e.g. in the United States special house call practices are run. There are however two facts common to all countries and doctors: the number of home visits is continuously declining while the primary target group, namely older, multimorbid people, is growing.
These contradictory findings are the results of several studies published in the last two decades, which have analysed the number of home visits from either quantitative surveys or practice data. They are also true for Germany. However, an analysis conducted at our institute has demonstrated that, despite an overall decreasing frequency of house calls, the number of house visits per home patient has been stable [3] . This finding has supported the assumption of other authors that only house calls of questionable medical importance have been eliminated [2, 4] .
Despite these considerations, the number of house calls in Germany is still comparatively high with a mean number of 34 visits per GP per week. In Austria, Benelux, and France more than 20 visits were counted on average [2] . At the same time many GPs complain of the heavy workload, the insufficient remuneration and the minimal benefits associated with home visiting. Boerma stated nearly ten years ago that patients prefer home visits much more than their doctors do. As the German primary health care system is dominated by self-employed GPs and is thereby competitive, patients' perspectives undoubtedly account for the German "traditionalism" with respect to home visits. But what are incentives for German GPs to continue or discontinue to make home visits? Who do German GPs visit at home and why? Do German GPs prefer this "delivery service" or can they suggest other models of care? Answers to such questions may be meaningful in the context of considering new potential home care models. Thus, the aim of this study was to explore the attitudes of GPs with regard to the feasibility, burden and outlook for home visits within German primary care in the future.
Methods
We chose a qualitative approach as our study focussed on subjective GPs' attitudes. As we wished to create a relaxed atmosphere that would allow the GPs to speak freely, we conducted semi-structured interviews at GPs practices or homes.
Participants
Our intention was to create a purposive sample balanced for the following characteristics: gender, years of occupation, practice location (urban/rural) and practice size (less/ more than 2000 patients per quarter). GPs with an entry in the telephone book were contacted initially by telephone and subsequently, if the above mentioned characteristics were compatible, in writing. If a GP was willing to participate, a second call was organised in order to provide more detailed information about the topic and the aim of the study, and to schedule an appointment for the interview. Participants received no remuneration.
Procedure
The development of the interview guideline was steered by the goal of obtaining opinions, facts and ideas related to home visiting. Potential points of interest and the wording of the questions was discussed by the two main researchers (GT, MB) and finally agreed. The following aspects were included: motivation and organisation of home visits, home visits in nursing homes, procedure and organisation, future perspectives. In addition, the interview started with a provocative warm-up question; a conclusive question at the end allowed a short résumé. (The elaborated interview guideline is depicted in Table 1 .) Two pre-tests were conducted to check comprehensibility and fluidity of the guideline. Its final version was condensed into a list of catchwords that were serving as memory hooks representing the detailed questions in order to create a natural conversation. The interviewer (MB) was trained in communication skills. In addition to voice-recordings, handwritten memos were taken in order to document specific or important aspects of each interview. After the interview, GPs filled in a short questionnaire to provide demographic data.
Analysis
All interviews were digitally recorded and transcribed verbatim by the interviewer herself. Data analysis was conducted independently by two researchers (GT, MB), one of them using ATLAS.ti software, the other coding "by hand". The basis of the analysis was a predefined system of categories, which were generated by the interview guideline. This categorising system was enhanced by codes, which emerged from the text material and were agreed by both researchers after exhaustive discussion and consideration of the additional information from the handwritten notes. In situations where it was not possible to resolve a disagreement, a third researcher was involved until consensus was obtained. By using this iterative approach we refined the initial categorising system and built new codes and subcategories that accounted for themes or aspects of specific topics that had not been considered previously. Furthermore, we analysed some data from the text quantitatively, i.e. number of home visits per week, length of the visits, radius (km) around the practice for home visits as well as demographic data.
Results

Participants
A total of 24 GPs agreed to be interviewed, 13 of them male. The median age was 54 years (interquartile range IR 38 -57 years); the median number of years in private practice was 13 years (4 -22 years). The GPs came from 14 practices located in Hannover City and 10 in surrounding rural areas. As GPs from group practices were much more likely to agree, single handed practices or group practices consisting of just two partners were underrepresented in the final sample (20.8%). One half of the participating GPs worked in practices with more than 2000 patients per quarter. The mean interview duration was 40 minutes.
Text Analysis
In the following we describe the theoretical framework, which evolved from the coded text material. The first sub-section is about quantitative data collected during the course of the interviews. Although these numbers cannot be representative, they give an impression of the workload and performance characteristics associated with home visits carried out by the interviewed GPs. Subsequently, different types of home visits, as described by the interviewees, are illustrated; house calls in nursing homes represent a specific category. Lastly, motivational and negative factors are discussed together with ideas for the future of house calls and home care.
Home visits in numbers
The average home visit conducted by the interviewed GPs lasted 25 min (IQR 17.5 -30), and took place in the patient's home within a radius of 6.5 (IQR 3-10) km from the practice. The median of the number of home visits per week carried out by a single GP was 6.5 (IQR 3-17.5). For further information regarding the GPs see Table 2 . Female GPs conducted considerably fewer home visits than their male colleagues, but they invested more time per visit. The workload resulting from house calls was highest within the group of rural GPs. They required more time per house call and visited more patients per week compared to urban doctors. GPs with more than 20 years of experience conducted fewer home visits than more junior colleagues.
Types of home visits
One of the interviewees provided in his own words a very structured differentiation and definition of three types of home visits, which were relevant to most of the other interviews.
"Some of the home visits are of a supportive nature, they actually represent the need for "social interaction" and there isn't a real medical indication. Another class of home visit is to those people who really do need medical care either because they are chronically ill or find it difficult to come to the practice. And then there are those home visits, which are requested due to acute diseases which can be anything from gastrointestinal infection, influenza infection, pneumonia....."
Thus, GPs distinguish between supportive home visits, routine home visits and urgent home visits.
Supportive home visits
Home visits of a supportive nature seem to be more important to rural GPs than to those from urban areas. Provincial GPs often perceived themselves not only as medical advisors but also as real companions for their patients. Such traditional professional ethics, which sometimes cross the boundaries of self-abandonment, were rejected by most urban GPs.
"It wasn't my aim to be a minister. In my opinion it's a social problem, which has been cultivated by all of us for decades. But it's not a physician's job to solve this problem."
Business competition in districts with a high density of GPs is apparent. Home visits are reimbursed poorly in Germany and those without any medical indication are avoided.
Most urban GPs deny conducting home visits of a supportive nature, although there is a smooth transition between supportive and routine home visits.
"I have to admit that some time ago, we were more generous with home visits. If there is an old lady with a decubital ulcer or a tumour, then, of course, we still make a routine visit to her. But we don't travel to see all the elderly once a week so that all the elderly in our town get used to a doctor's visit happening every week -that we won't do." "That is the point: what has changed in the patient? Does he somehow appear different from the last time? Does he have complaints he didn't mention on the telephone? If there's nothing, then there's some small talk, a little social support."
Routine home visits
Routine home visits for older chronically ill and increasingly immobile patients are the least challenged visits. All interviewed GPs appreciated the usefulness of routine home visits to detect changes in patients' health status, to control drugs or to achieve an overview of the adequacy of the situation at home.
"Well, you have to listen to how the patients are getting on. You've known them for some time. These are home visits you repeat again and again. You look at how they are doing. You ask after their family, their kids, what they always talk about. You have to know the social environment. You have to look not only if they are alright but also you have to look why he's not on form. Whether he's not got a place in a retirement home or such things for example. Of course you need to talk to them about such things."
Urgent home visits
These visits are characterised by an urgent, sometimes immediate need. Most practices have developed an approach to filter the objective requirements related to the patient's concern. Mostly this was done by the GP himself, but in some practices the medical assistants were trained to perform triage on the telephone.
"Yes, you'll assess what awaits you a bit on the telephone. What's good is that we know the patients. For it's either the worsening of a chronic condition, which you can quickly bring under control, or an infection with a high fever or acute diarrhoea. Some call the GP for such illnesses, others don't. In such situations it's possible to establish on the phone, can I help here?" Only a few of the interviewed GPs left their practice during consultation hours to travel to an extreme case, occasionally after having concurrently informed the emergency services. These GPs argued that no one else knew the medical history of the affected patient as well as they did, and considered themselves the most competent first aider. Most of the other GPs, especially the urban doctors, tended to delegate the real emergency cases -those that could not be delayed-to the emergency services. These GPs rated their competency in real life-threatening situations poorly. They viewed this approach as more reasonable, both with regard to the medical care of the patient and potential economic consequences.
"Well, if I rush out, everything would become so confused -also with the scheduled appointments of other patients and so on. I can't afford that."
In case of febrile exacerbation of an infection or other acute but not life-threatening conditions, most GPs offered their visit after consultation time or during lunch break, and some asked their patients to consider a practice visit regardless of the acute symptoms. Thus, many GPs aimed to reduce the workload associated with urgent house calls.
Home visits in nursing homes
All of the interviewed GPs conducted visits to nursing homes. However, those working single-handed in a practice limited this type of house call to a very small number, just caring for a few selected patients. Whereas GPs from group practices, in particular with more than two partners, cared for a greater number of patients in nursing homes. The average GP of our interview group visited 20 nursing home patients per week within 1.7 hours. In this context, the physicians reported that they did not see every single patient but conducted mainly chart reviews.
"And I do need two and a half hours for 30 patients (....) so that's five minutes per patient. This is not much. Generally, I don't visit every single patient but only those with acute problems."
Visits in nursing homes were perceived to be quite similar to ward rounds in hospitals. They normally lacked the intimate and confidential atmosphere of a doctor's visit in his patient's home. In most cases, a nurse accompanied the doctor and sometimes family members with their own concerns were present.
Therefore cooperation with the nursing staff was an aspect broadly discussed by many of the interviewed GPs. Most of them described having "trained" the nurses of the regularly visited old people's homes with regard to appropriate telephone calls and preparation for their visits. Experienced nurses seemed to be crucial for successful cooperation, but a shortage of staff and employment of unskilled helpers were frequent problems:
"Most of the nurses are well trained and good natured. For financial reasons staffing is kept to a minimum and this is causing problems." "There are people who know what to do, but there are also housewives and career changers, who panic and immediately call me or the emergency doctor, when someone has high blood pressure."
The everyday care and examination of a patient's health status was accomplished by the nursing staff, whereas the interviewed GPs often defined their role in nursing homes as "supervisory". Therefore, some of them applied for the right to also oversee the quality standards of the nursing homes, which included the minimum standards concerning staff training.
When reporting on nursing home visits nearly all of the interview partners used remarkably emotional language. No other aspect of the interview guide provoked so many emotive, mainly negative, statements.
"It sometimes reminds me of "One flew over the Cuckoo's Nest." "It's always about excrement, the whole day, from morning till night."
Nursing homes were described as places of resignation, despair and sadness; they appeared to be sterile, depressing and awful. The interviewed GPs' impression was that nursing home residents were living in forced circumstances and didn't take any notice of each other. A synopsis of all the comments used to describe visits to nursing homes is provided in Table 3 . While several GPs mentioned that the nursing homes themselves, i.e. the buildings and facilities had become more pleasant during recent years, only one (female) interviewee was enthusiastic about nursing home visits: "It gives me fulfilment!" She judged these visits, in her role as a GP, as her personal contribution to society. For the other interviewees house calls in nursing homes were an obligation as a result of ethical or financial considerations. Most interview partners did not wish to find themselves in a nursing home in later years.
"I mean, if I knew my children didn't want me to live as an invalid in the area or around the corner, then of course I would have to look out a nursing home. But if I had the choice I would prefer to be run over by a bus."
Motivation for home visits
When asked about their motivation for undertaking home visits, most GPs started with quite vague and general statements, along the lines of: home visits come with the territory. "It's true, doing home visits is simply part of the job." "Home visits are obligatory, if you become a general practitioner you have to be prepared to do home visits." "It's in the nature of the GP's job to be on call." However, some of the interview partners had good reasons to conduct home visits rather than simply feeling obliged to. For example, the exploration of a patients' home setting and the experience of working in an unfamiliar environment, as opposed to the safe surroundings of their own practice were mentioned in this context.
"And you have a peek on this chaos, a mum with her two kids -there is also a dog bustling around and two cats. Then it's quite clear why these kids have asthma. Father is a smoker. These are things you don't quite realise in your practice, although you can enquire about. But by conducting a home visit you see this at a glance and that's great." "This is a completely different situation. It's the patient's home. He is the boss and controls the situation. Here in my practice, I do things a certain way and the patient is often very meek. But in his home, he acts completely differently, more independent, and more self-sufficient."
The more positive aspects of performing home visits are summarised in Table 4 .
The aforementioned reasons promoting home visiting can not hide the fact that this mode of primary care delivery is not very popular. Just one-third of the interviewed GPs declared that they liked to conduct home visits, the remainder did not. "It's not the right question [to ask if I like to conduct home visits]. But instead does it make sense to undertake home visits or not? I don't think anybody really likes to do house calls."
When asked for reasons as to why GPs feel reluctant to visit their patient at home pragmatic reasons were initially mentioned.
"Because it is difficult. You are out and about in terrible weather, when it rains or is windy. Most of the people have an awfully untidy apartment. Elderly people always have the windows closed. It's always extremely warm and when you come out you're always sweaty and sticky." "Then most of the patients -some though are lying in their beds -I have to access in the corner of the living room behind the table in order to get near them. Or I have to move furniture to get to them. I have even visited people in loft beds or in cubby holes, which I have had to crawl into on all fours."
Home visits can put GPs in unpleasant or occasionally even dangerous situations. Moreover, some GPs felt exploited by their patients.
"Yes, I mean, if I'm stressed and have to drive somewhere to an urgent visit, then I sit in my car and complain to myself. My goodness, why can't that guy make a trip to my practice? Doesn't he have any relatives? They all drive to the hairdresser because it is too expensive for the hairdresser to come to them, but the GP can visit."
A couple of GPs referred to the restricted diagnostic options available in the domestic setting, others complained of the poor controllability of consultations in patients' homes. Some GPs even argued home visits promote social isolation because patients were not forced to go outside and meet people on their way to the doctor or in the waiting room. Home visits were perceived as very time consuming. Insufficient reimbursement of such visits in Germany was the most quoted reason for an unwillingness to perform them. "Well, if I exclusively did home visits, I would go bankrupt. The more I do, the worse it is." GPs expectations of an adequate payment for house visits were made on the basis of the fees craftsmen charged for their work. Locksmiths, electricians and television engineers were all envied for their hourly wages. Most interviewed physicians proposed a sum at least twice as high as the remuneration currently permitted.
The future of home visits
Whereas proposals for an adequate financing of home visits were made in sufficient numbers, ideas for the future of home visits rarely emerged. Although most GPs admitted that they conduct home visits reluctantly, they accepted their "duty" without looking for alternatives. Some though proposed the formation of a network of several practices to either reduce the workload of individual GPs or to permit the collective financing of a nurse practitioner who could conduct house calls. Such specially trained nurses were seen as the most favourable alternative to the current situation. In contrast, a district nurse who could also perform house calls was judged very cautiously. GPs suspected that this would introduce redundancy into the existing care arrangements.
"The idea to implement district nurses, I mean, that's fine, but to my eyes it's extremely important to ensure a very close connection to the doctor. The observation I have made is that nursing services, district nurses and all the others don't work together. That means we establish redundant structures. I believe it's very important that medical, nursing and preventive care is centralised."
In addition to concerns about interface problems, a certain fear associated with the establishment of multiple health care providers may also be relevant to statements regarding the future. There were GPs who, while they admitted that they had to get used to the idea of district nurses, nevertheless realised that the involvement of non-medical personnel was an indispensable requirement to cope with the care challenges associated with the anticipated demographic population changes.
Some GPs envisioned the involvement of public volunteers such as socially engaged neighbours to visit isolated elderly people. Few GPs anticipated the complete elimination of home visits. They predicted that in future all patients would be transported to practices somehow, or immediately to the hospital if necessary. This would be co-ordinated from a central office, which would also inform the respective GP about a particular patient's whereabouts and health status.
Discussion
Home visits are still a component of normal general practice services in Germany. However, GPs are dissatisfied with the conditions associated with conducting them, especially reimbursement, and some doubt the additional value of home visits. A number of house calls are perceived as a "luxury" for demanding patients. Only house calls to vulnerable, elderly people remain undisputed. Home visits in nursing homes are often characterised as emotionally stressful. Despite these issues, the German GPs in our study lacked ideas, if asked about possible future alternatives to the current course of action, both in regard to house calls in patients' homes and to nursing home visits. The suggestions most often discussed included improved financial compensation for home visits and the involvement of nurses specifically trained to take on this duty.
The strength of our study is the good number of interview partners and the robust approach to transcript analysis. Qualitative research excels at the identification of subjective attitudes and experiences. The researcher tries to hold back his own assumptions in favour to record the knowledge of experts who are immersed in the field he wishes to learn more about. In this way, a wide range of relevant information and insights is gathered which may form the basis of further scientific research or influence policy. In this particular study we deliberatively focused on GPs' attitudes while ignoring the perspective of patients or health care policy stakeholders, because we wanted to ascertain the views of those who actually performed the home visits.
Our study also has some limitations. Single-handed practices are underrepresented in our sample, because they were less willing to participate. As the organisational and time constraints associated with home visits for those physicians is high, it can be presumed that they would have been even more critical towards this time consuming mode of primary care. Some of our interview partners from group practices admitted that, had they been in a single practice, they would not be conducting home visits. This is mainly because of the high organisational burden. If a single doctor is on a home visit, who is available to attend to unannounced patients at the practice? We assume that the reluctant willingness of singlehanded practices to participate in our interview study corresponds to a reluctance to perform home visits or a desire to perform a smaller number of them. Moreover in future, most German general practices will be group practices because the number of single practices is constantly declining. Given this, the under-representation of single-handed practices in our sample not only seems to be "symptomatic" but also, at least with view to implications for policymakers, acceptable. However, we achieved saturation on all aspects of our interview guide and our findings are consistent with previous research published in this field, indicating a sufficient exploration.
Only the noticeable failure of our respondents to suggest ideas about the future of home visits could have been an indicator that our questions failed to elicit their ideas. It is possibly that focus groups could have been more fruitful with regard to this specific issue, as GPs would have had not only to consider their own experiences but to generate new solutions and to be "creative".
It should be emphasised that although many of our results are similar to those from other countries, it would be inappropriate to generalise. The aim of this study was to uncover the perceptions and issues faced by German GPs regarding home visits.
Of those GPs who participated in our survey, male GPs and those practicing in the countryside in particular routinely made a number of home visits per week. Whereas the frequency of home visits in rural areas seems to depend on the health care tradition of the respective country [2] -e. g. Aylin et al. reported a lower house call rate for the rural population in Wales [5] -the male dominance of those undertaking home visiting is a more "universal phenomenon". The same applies to the fact that female GPs visit fewer patients but spend more time with them [2, 6, 7] . Our sample of female doctors more frequently worked part-time. But we assume that a different, more patient-centred female working culture is also relevant to the reduced number of patient contacts associated with longer consultation times. Unlike colleagues from the United States [8] , none of our interview partners referred to the risk of meeting potential aggressors during home visits. Therefore, at least in Hannover and its surroundings, the fear of attack didn't seem to be a critical issue with regard to the smaller number of home visits made by female GPs. Although most international studies reveal higher home visiting rates for experienced GPs [2] in our sample the younger doctors conducted many more house calls than their older colleagues -probably because German practice owners tend to delegate home visits to their vocational trainees. Svab et al. (2003) reported a similar trend in the Slovenian primary health care system of young residents losing their interest in home visits after completing their training [9] .
There is consensus in literature that home visits should be carried out for the old and frail, and critically ill patients [3, 4, [10] [11] [12] [13] [14] [15] . The respondents of our study therefore acted similarly to the majority of their colleagues in Europe, USA and Canada. Nevertheless, house calls for the elderly living at home in Germany were not always of a medical nature and this is also true in other countries [16] . This type of visit was debated by many GPs: whereas some physicians believe this form of interaction not only pleases the patient, but it additionally establishes and improves the reputation for their practice, others propose that such house calls are completely dispensable as their omission would not reduce quality of care. Although supporting data were not available, it can be assumed that a considerable proportion of home visits in Germany are of a supportive social nature. GPs in our interview group as well as in other health care settings [17] responded to this by sharpening their criteria for home visits and "educating" their patients [18] , but apparently they still responded to patients' needs [2, 4] . Boerma et al. additionally remarked in 1996, that "the strong variation between individual GPs as well as countries in the practice of home visiting suggests a lack of urgency or a need for some of the visits." This "lack of urgency", seems to be true even for genuine emergency visits (those unscheduled house calls, which are made to people with acute conditions). According to our analyses, rural GPs regarded themselves as competent first-aiders because they possessed useful information about patients`history, while urban GPs tended to delegate such emergency house calls more and more to the emergency services. This was not only due to their concerns of dealing with a life-threatening situation when there is an excellent urban emergency ambulance system, but also for economic reasons. Leaving during consultation hours is problematic and if the visit can be delayed into lunchtime or after hours, the question arises if it would not be equally justifiable for the patient to contact a hospital ambulance. Nevertheless all German doctors including specialists working in the ambulant sector are legally bound to conduct home visits. Generally GPs more or less felt obliged to adhere to these regulations. Because of the high density of alternative emergency services, urban GPs seem to be more secure with respect to the consequences of not making home visits. None of the interviewed GPs though referred explicitly to potential liabilities associated with failure to make routine or urgent home visits. GPs may however hesitate to admit that such considerations would affect their decisions.
Although home visiting in the German health care system can be troublesome and may sometimes be a low medical priority, good reasons to perform home visits do exist. Those motives are more personal, accruing from daily work and experience with patients, and are based on a micro, rather than a macro level of health care. First of all, many of our interviewed GPs, similar to other studies [12] , regarded home visits as an opportunity to gain additional information about a patient's living conditions, family dynamics and lifestyle. Moreover they additionally obtained a detailed insight into the patient's abilities and their compliance, especially with regard to taking their medication and/or safety issues. Undoubtedly, the direct exploration of a patient's environment yields valuable information, which may improve the quality of care. Some of our respondents concurred with several studies that indicate the potential of home visits to reduce, or at least better inform the suitability of hospitalisation [19, 20] . Caplan et al demonstrated that elderly patients with different acute conditions treated at home rather than in hospital were less likely to develop geriatric complications as confusion, bowel or urinary problems. While the overall number of deaths did not differ significantly between the two environments, the patients' and care givers' satisfaction was significantly higher in the "at-home-group" [21] . A recent study from Brazil has also demonstrated the cost effectiveness of home visits in the treatment of alcohol dependent patients [22] . These scientific observations would seem to suggest that home visits deliver an enhanced quality of care and can be cost effective for people suffering from chronic conditions. However, reports describing the effectiveness of home visits by family physicians for a range of conditions encountered in General Practice are still lacking.
Both in our study and in others, the interviewed GPs frequently recognised the positive marketing effect of house calls. One of our interviewees stated that home visits "make patients happy" and there is some research evidence indicating that patients are more dissatisfied with their GP if they undertake fewer home visits [10] . GPs therefore have good reasons for home visiting, even if a strong medical reason does not exist. Boerma et al. showed that in countries where GPs are mainly salaried, the estimated average number of visits per week was much lower than that in countries, such as Germany, where GPs are usually self-employed. This finding suggests that the decision to undertake a home visit can be made more critically in a non-competitive health care system, and that many self-employed GPs will tend to yield to the concrete or assumed wish of their patientsbe it for marketing purposes or for liability concerns. Court et al. commented on out of hours requests for GP visits as eliciting an "inappropriate fear of complaint, which is likely to potentiate inappropriate demand for visits" [16] . He concluded that further research should explore how this defensive medical practice could be modified to benefit both patient and practitioner. Nearly 15 years later in Germany, GPs admit to feeling obliged to carry out home visits because they "sell well".
Interestingly, the reason most frequently cited against visiting patients at home is also an economic one: GPs complained about the insufficient remuneration for conducting house calls. In the current German health care system, home visits receive minimal financial compensation and their suggested economic advantages through prevention of hospital admission or psychiatric crises do not have any direct financial impact on the service provided by GPs. Therefore GPs feel that satisfactory financial recompense is one of the most important changes needed with regard to the maintenance of this special form of patient care [17] .
In Germany, nursing and residential homes for the elderly do not have their own on-site doctors. Thus as a rule, the GP who has provided care to the elderly patient up to this point will continue to do so after they move into the care home. Home visits to nursing homes differ notably from the "usual" house calls in that they rather resemble ward rounds in hospitals. GPs normally talk much more to the nurses than to their patients. The GPs interviewed in this study commented on the very high emotional burden associated with this sort of home visit. A variety of reasons attracted them to make house calls in nursing homes. These ranged from the relative ease and cost-effectiveness of making visits to multiple patients in one retirement home, to it being professionally ethical to continue to provide care to a long-term patient moving to such an environment; but never has it seemed a real vocation. None of the GPs in our interview group could imagine going to a nursing home themselves in later life. GPs are not specifically trained to work in a care home environment and it is challenging both professionally and psychologically. Therefore, it is not difficult to understand Katz et al. who postulated in 2009 on the creation of a nursing home medicine speciality in the United States [23] . He quotes that the marginal involvement of physicians impedes communication and their integration in nursing home culture, which has a detrimental impact on patient outcomes. Most acute illnesses are managed by telephone, which in the light of the medical complexity of the residents, may not be in their best interests [24] . These observations from the United States are applicable to the German situation given the claims of an interview partner in our study; one GP sought to be involved in the staff management of care homes in order to enhance quality of care of the elderly patients. Consequently we feel that a discussion about specialised nursing home physicians, similar to positions already established in the Netherlands [25] , should be conducted more intensely and more open-mindedly than it is currently in Germany.
However, when asked to consider the future of home visits in general, the participants of our study failed to propose any significant ideas. Very few among them had considered reorganising home visits or even home care in the German health care system. The most frequently considered alternative was for home visits to be performed by practice nurses linked to their practice. In fact, the German primary care system is currently offering courses to specially train such nurses (e.g. Versorgungsassistentin in der Hausarztpraxis (VERAH ® , or Care Assistant in Family Practice) but such supporting personnel are not widely established and reimbursement has limited attractiveness. In this regard Germany is lagging behind other countries, where nurses are medically trained and actively involved in ambulant patient care, even sometimes acting as "substitutes" for doctors. Far less conceivable for the GPs of our interview group, was the engagement of an independent nurse to conduct home visits for multiple, but not necessarily linked general practices. This is despite finding that an initial project to establish whether such an arrangement would be attractive or even essential for undersupplied rural areas in Germany had good acceptance from both patients and the participating GPs [26] . A study from the United Kingdom showed that nurse practitioners could substitute for GPs in out-of-hours-calls without any deterioration in patient satisfaction or clinical management outcomes [27] . One of our respondents could see an abolition of home visits in favour of primary care centres, which patients attend and hospital ambulances would provide transport to if necessary. This is exactly what GPs from an English investigation rated as a possible alternative to out-of-hours visits [17] . Surprisingly, our interview partners did not suggest making more use of technology (e.g. telecommunication, computer guides to diagnosis and treatment) although it is likely to both be used in future home care and change the culture of home visits [28] .
The results of our study indicate that a conscious discussion is needed on the pros and cons of home visits in their current form in Germany. GPs willingness to further conduct home visits under the existing conditions is rather small. However there are suggested advantages for primary home care, as economic savings by e.g. avoiding hospital admissions or to ensure health care for housebound elderly. Such presumed advantages must be critically addressed by further health care and economic research. Moreover, patients' perspectives on home visits and those of other stakeholders from the health care system will have to be explored. Another striking point is the GPs' attitude towards nursing home visits. Further research needs to evaluate the current situation in German nursing homes by assessing the attitudes and needs of patients and nurses. Our Institute of General Practice and Family medicine will contribute to this important, under-researched field by conducting a qualitative empirical analysis of interprofessional collaboration and communication in nursing homes. The planned study is funded by the German Federal Ministry of Education and Research. It will include 120 interviews with GPs, nurses, residents and their relatives, and additional direct observations and focus groups involving another 100 individuals from the various stakeholders. In this way we hope to achieve a broad insight into medical care in nursing homes.
What ever change future will bring to the home visit system as it now stands: the quality of primary health care must be maintained while an out-dated system will have to be modernised so that it can deal with the shifting population demographics.
Conclusions
While home visits in Germany seem to represent a primary care tradition and are rated to have clear advantages with regard to patient care they are nevertheless perceived as an obligation by many GPs. A conscious discussion on the pros and cons of home visits in their current form in Germany seems to be indispensable. Visits to nursing homes are perceived as emotionally stressful. Further research is needed to obtain a broad insight into GPs' (negative) attitudes towards nursing homes and to develop improvement strategies concerning primary home care. If home care by GPs is politically desired or recognised by society as the best way to ensure good medical care particularly for the very old and sick, appropriate financial incentives would effectively guarantee a continuation of this "tradition". To quote Leff et al.: Sentiment alone will not be enough.
